CONSULTATION FORM
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Dear Doctor, for your prescription, you are kindly requested to fill the Prescription/Advice Form along with

this form.
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PATIENT INFORMATION
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PATIENT NAME

HANNAH GRACE EHAB HAMOUDA

sl el
DATE OF BIRTH 30-Jan-2006 GENDER : Female
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CARD NBR FA21-12E2-C2C1-JCDE PAYER : NASVN
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DIAGNOSIS
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AETIOLOGY

SYMPTOMS
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CLINICAL FINDINGS :

J06.9 - Acute upper respiratory infection, unspecified, R0O5 - Cough, R50.9 - Fever, unspecified

Enter Aetiology

(Please indicate the exact cause in case of injuries and maternity-related cases)
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Complaint

fever

cough

flu

nasal congesion
body pain

o/e

hyperemia

chest congesion

CPT Code Treatment Type

94640 Pressurized/Nonpressurized Inhalation Treatment Co.Pay

901 Free Follow-Up Consultation Of The Same Diagnosis Within 7 Days Of General

Initial Consultation By A General Practitioner. Consultation

96361 Iv Infusion Hydration Each Additional Hour Co.Pay
96375 Therapeutic Injection Iv Push Each New Drug Co.Pay
96365 Iv Infusion Therapy/Prophylaxis /Dx 1St To 1 Hr Co.Pay
238?152902_ LACTATED RINGERS INJECTION USP Pharmacy

0125-122107-

1022 DEXAMETHASONE SODIUM PHOSPHATE Pharmacy




CPT Code Treatment Type
0195-107704- e rrRiAXONE-TABUK IV Pharmacy
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TREATING PHYSICIAN : Humaira
Elbudl Codall
HOSPITAL /CLINIC : CITICARE MEDICAL CENTER LLC
Bolell / Ldanall
CONSULTATION DETAILS : ONew  OFollowuUp  CONSULTATION FEES : Enter CONSULTATION FEES
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DOCTOR'S SIGNATURE AND STAMP
Cudall @35 9 @533

Dr. Humaira Mumtaz

DHA No: 54155530-002
CITICARE MEDICAL CENTER LLC

DATE: 01/04/2025
Wl

I hereby authorize any healthcare provider or Insurance Company to provide and/or give copies of medical
records to NAS Personnel in relation to current or previous treatments and services rendered to myself or

any of my dependents. Any copy of this consent shall be considered as the original.
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